Aims: The UK has one of the largest systems of immigration detention in Europe. The standard of healthcare provision in immigration removal centres (IRC-s) in the UK has been repeatedly cited as cause for serious concern. Despite this, there has been very little published research on the mental health status of detainees in IRC-s. The aims of this study were to explore whether it was feasible to conduct psychiatric research in such a setting and to provide an estimate of screened psychiatric morbidity in the male detainee population of a single IRC.
Introduction
Immigration detention is the practice of holding in custody people (and in some cases families) who are subject to immigration control, either while they await permission to enter, or prior to their deportation or removal from a country (McGinley & Trude, 2012) . The first such Immigration Removal Centre (IRC) in the UK opened in 1970 at Harmondsworth, next to London Heathrow Airport. Since then, the immigration detention estate has grown in size, with a corresponding increase in the associated legal framework (including tribunals, judges and caseworkers). In January 2015, there were 11 centres (Thomas, 2011; Wilsher, 2011 ). There has also been an increase in the number of statutory immigration-related offences. This has taken place against a backdrop of public and political anxiety about immigration and crime, and in parallel with what some refer to as a process of criminalisation of migration, sometimes referred to as 'crimmigration' (Stumpf, 2006) . The recent increase in the population of displaced persons throughout the world has highlighted the importance of these issues and increased their media prominence (Berger & Abbasi, 2015) .
The detention system in the UK is now one of the largest in Europe, with reports that the UK detains a greater number of asylum-seekers for longer periods than any other European country (Bosworth, 2008) . As many as 32,741 individuals entered detention in the year ending September 2015, an increase of 11% from the previous year (UK Home Office Immigration Statistics, 2015) . People who are detained in Immigration Removal Centres (IRCs) are a diverse group ranging from people who have overstayed their visa arrangements to foreign national ex-prisoners. A significant proportion of this detained population had been resident in the UK for periods of months or even years prior to their detention.
In contrast with practice in other EU countries, there is no legal limit to the length of time that people can be held in detention in the UK (Teather, 2015) . Detainees can potentially remain in detention indefinitely until an immigration decision is made or until they are removed or deported. Calls to introduce a time limit on immigration detention have been rejected by the Government. The reasons appear to be largely political (Herald Scotland, 2015; Teather, 2015) .
IRCs in the UK can now hold a total of around 3,500 detainees at any one time; the average length of stay is about two months (Shaw, 2016) . Around 90 per cent of the IRC detainee population are young adult males (Aas & Bosworth, 2013) . They come from all over the world, but a particularly high number are Commonwealth citizens from former British colonies (Bosworth, 2012; Scott, 2015) . The majority of the population in IRCs (around 60%) are people who have sought asylum (UK Home Office Immigration Statistics, 2015).
The higher prevalence of mental disorders such as post-traumatic stress disorder (PTSD), depression and anxiety in asylum-seekers and refugees when compared with the general populations in Western countries is well documented (Fazel et. al., 2005; Heeren et. al., 2012) , though information is lacking as to whether asylum-seekers have an excess prevalence of mental disorders compared to rates in their country of origin. Psychological symptoms like anxiety, depression, PTSD, self-harm and suicidal ideas can be worsened by immigration detention (Robjant et al, 2009a; Steel et al, 2006; Keller et. al., 2003; Procter et. al., 2013) . Time in detention, uncertainty of immigration status, time in prison and having been the victim of interpersonal violence are significantly associated with severity of mental health problems, as well as with increased risk of self-harm amongst this group (Robjant et al., 2009a; Hallas et. al, 2007; Griffiths, 2013; Robjant et. al., 2009b; Momartin et al., 2006) . Another important group within IRCs are foreign national prisoners who are detained with a view to deportation. They may be particularly difficult to engage with mental health services despite their considerable vulnerabilities (Sen et al, 2014; Forrester et al, 2014) .
The feasibility of conducting a survey of psychiatric morbidity in an IRC is unknown. We thus set out to establish this in a preliminary study among the (exclusively male) population of one IRC. We tested the feasibility of screening for a wide range of mental disorders including autism, intellectual disability, attention deficit hyperactivity disorder (ADHD) and personality disorder. A secondary objective of our study was to compare the mental health of a group seeking asylum with that of immigration detainees who were not seeking asylum.
Method

Study Design
A cross-sectional survey conducted in a single IRC in the south of England, with capacity to hold up to 400 male foreign national detainees. Data were collected through a structured, verbal interview using six validated questionnaires (see Measures) .
Procedure
Informed consent was obtained both in oral and written form. An assessment of the participants' knowledge of English was made by the researcher while seeking informed consent. Participants were recruited 24 hours before the scheduled interview, which took place in a private interview room in the IRC's visitors' centre. The interview lasted between 45-60 minutes. Data collection took place in 2 phases. The first phase took place over 4 weeks in June/July 2014 and was carried out by one researcher. The second phase took place over 8 weeks in January/February 2015 and was carried out by two other researchers.
Participant selection
Participants were selected using simple random sampling during phase 1 and the first half of phase 2. Participants were identified for inclusion in the study using a Microsoft Excel random number generator applied to the full list of detainees at the centre. Those selected by the randomisation process were then given an information sheet about the study by researchers accompanied by IRC officers, and were invited to participate in the study.
Those willing to participate were then given a time at which the interview was due to take place. Due to relatively poor phase 1 recruitment, permission was sought and obtained from the ethics committee for a protocol amendment changing to an opportunistic method of sampling. This was implemented during phase 2. All potential participants resident in a particular 'block' (accommodation area) of the IRC were approached by a member of the IRC's mental health in-reach team. The same member of staff then returned the next day, and those willing to participate were given an interview time. This meant that access to all participants was far easier for the in-reach team member, who was then able to fix up the appointment with the researcher. Once there was no further recruitment in one block, the whole recruitment process was repeated in the next block. The recruitment flow-chart is reported in Figure 1 .
Eligibility criteria for participation were as follows: being born outside the European Union (EU), being over the age of 18 and (because it was impractical to use interpreters) possessing a working knowledge of English, (which was assessed through their capacity to understand the contents of the consent form whilst providing informed consent).
According to the Inspection Report for the IRC in 2010, approximately 75% of detainees understood spoken English and 67% understood written English. N=106 excluded (N=105 refused to participate; N=1 did not attend interview) N=109 excluded (N=20 did not speak english; N=4 europeans; N=85 no longer at IRC)
Measures
Six validated screening tools were used for the assessment interview: is clear from its title. The rationale for choice of the screening tools was that we had identified prison studies using these tools (McCarthy et al, 2015) .
The interviewers were trained to use the MINI and the other tools by the chief investigator (PS). Inter-rater reliability was assessed by joint ratings of all measures with each of the researchers on at least one study participant.
N=118 invited to particiapte N=66 (56%) consented and completed interviews N=52 refused to participate in study
The following demographic data were also obtained: age; nationality; immigration status; and any information regarding prior imprisonment.
Ethical considerations
Ethical approval, including approval for the amendment to the sampling methodology, was obtained from the NRES ethics committee of East of England and from the National Offender Management Service (NOMS). The Research Ethics Committee (REC) reference number was 13/EE/0182. The prevalence rate from the current study was compared with the prevalence rates reported within comparable published studies in community or prison populations.
Results
One hundred and one male detainees took part in the study. The response rate for Phase 1 was 24.8%, with 35 participants taking part out of 141 approached, whilst the response rate for Phase 2 was 56%, with 66 participants taking part out of 118 approached. The overall response rate for the study was 39%.
The mean age of the whole sample was 31.65 years (SD = 9.51); ages ranged from 18-60 years, with 58% of the sample aged 21-30. More than half of the sample (55.4%) had not been educated beyond secondary school. More than three-quarters (77%) were single.
There was wide variation in their year of arrival in the UK, from 1980 to 2015. The detainees also varied in their immigration status (see figure 2 ). The participants came from 27 different countries, with the majority from the Indian subcontinent and Africa. 35% had previously been to prison. 31% reported having a current mental health disorder and 19% reported having had a past mental health disorder. Table 1 outlines the at-risk prevalence for each mental health, developmental or personality disorder as screened through the MINI, Adult ADHD self-report scale, AQ-10 and SAPAS. Twenty-two detainees (21.8%) screened positively for suicidal ideation. Overall, the screened prevalence for any mental health, developmental or personality disorder was 74.3%, with 55.4% screening positive for more than one disorder. Table 2 summarises our results against those from the community-and prison-based studies (Rivlin et. al, 2010; Ginsberg et. al, 2010; Das et. al, 2012; Robinson et. al, 2012; Brugha et. al, 2012; Fok et. al, 2013; Pluck & Brooker, 2014 ) that used the same screening tools, which we identified as providing meaningful comparisons with our IRC data. Caution should nonetheless be applied in interpretation of the differences, given the differences in comparator characteristics between the current and published samples with respect to sample size, assessment instruments used, as well as characteristics of the sample. For this reason, we have not reported formal tests of statistical significance for these apparent differences. However, at least one unmet need was reported by 95% of the participants. The most common unmet needs included intimate relationships (77%), psychological distress (73%) and sexual expression (72%). Other frequently unmet needs included company (63%), daytime activities (46%) and physical health needs (41%). 
Discussion
Overall, 75% of the sample screened positive for at least one mental health disorder. The most common psychiatric problems that emerged were depression, personality disorders and moderate to high levels of suicidality. The prevalence of depression was higher than the reported prevalence in prisons using the same screening tool (Rivlin et. al., 2010) . The rates of PTSD were lower compared to those reported in detention (Heeren et. al., 2012) and were also lower than have been reported in asylum-seekers living in the community (Fazel et. al., 2005) They were, however, higher than in a study of prisoners using the same screening tool (Rivlin et. al., 2010) . The overall presence of mental disorder in the sample was comparable to the levels found in prisons. The rates of suicidality are also comparable to the male prison population (Prison Reform Trust, 2014).
To the best of our knowledge, this is the first study to screen for neurodevelopmental disorders Attention Deficit Hyperactivity Disorder (ADHD), Autism and Intellectual Disability (ID) in immigration detainees using recognized screening tools. The prevalence rates for these conditions were lower than those detected in British prisoners using the same screening tools (McCarthy, et. al., 2015) . However, the prevalence for autism spectrum disorder (ASD) was higher than a North American high secure prison sample (Fazio et. al., 2012) . The comparatively low prevalence figures detected in our study does raise questions about the validity of using this set of screening tools in populations containing large numbers of people from Africa and the Indian subcontinent.
The findings for the LDSQ screening for ID were not reported as it became apparent that the LDSQ was inappropriate for use in our study sample. This was because it included questions on their ability to read and write, whether they had a job, lived independently and had contact with learning disability services, all of which were inappropriate for a detained IRC group, with English not their first language. A better screening tool needs to be identified for future studies with greater emphasis on non-verbal skills. However, at the very least, our findings indicate a need for greater awareness of staff within IRCs about the presence of neurodevelopmental disorders to facilitate early recognition and appropriate onward referral. This is particularly important as there are serious questions about the vulnerability and capacity of detainees with limited cognitive function to ask for assistance, and to be aware of the services available to them.
This was also the first study to screen for the presence of personality disorder in detained foreign nationals. Perhaps unsurprisingly, the prevalence of screen-positive personality disorder was higher than estimates reported in community samples using the same screening instrument, the SAPAS. This is at variance with the results of other studies which suggest lower rates of personality disorder amongst immigrant populations (Pascual et. al., 2008; Tyrer et. al, 1994; Nielsen et. al, 2014) . Bearing in mind the limitations of our sample, and the use of a PD screen (rather than a formal diagnostic process), the findings need to be interpreted cautiously. Nonetheless, they serve to highlight the importance of screening for personality disorder within IRC-s, as a positive screen is likely to have prognostic implications for recovery from associated health conditions (Fok, et. al, 2014; Tyrer et. al., 1994) .
There are some key limitations to our study. The lack of interpreters meant that detainees without a working knowledge of English were excluded from the study. This group could arguably constitute the most vulnerable detainees, and our mental disorder prevalence figures could thus be an under-estimate because of their exclusion. There were relatively high refusal rates, especially in the first phase of the study, which may indicate selfselection bias. Specific reasons for refusal were not sought from the participants, another limitation of the study. However, in our view, the principal reasons for poor recruitment in the first phase were the reliance on IRC staff for recruiting participants, the presence of only one researcher for data collection, and the data collection period overlapping with the holy month of Ramadan, which meant that several detainees were fasting and hence not in the best frame of mind to take part in the study.
These issues were addressed in the second phase, where the involvement of a member of the mental health in-reach team for the initial approach seemed to be the single biggest factor in improved recruitment. We do not have data to determine whether subjects with more severe symptoms are more likely to participate or refuse to take part. It is, however, clear that possible self-selection in the context of high refusal rates limits the generalizability of the results. Additionally, most of the tests administered were intended for screening rather than for generating definitive diagnoses. The screening tools were also not validated in an immigration detainee population. The numbers were also too small to generate any meaningful sub-group analysis. The study was conducted in only one site, and thus the results might not be generalizable to the whole IRC population. There were no women or children included in the study population. EU nationals were excluded from the study sample as it was felt that they would be in the IRC for reasons not connected with immigration, but future studies should perhaps include them, as they are subject to similar issues as other detainees. There are further difficulties in applying our findings internationally, since immigration detention policy and practice worldwide is very variable.
Despite these shortcomings, we have demonstrated that it is feasible, albeit challenging, to conduct psychiatric research in an IRC setting. One of the major strengths of the study was the involvement of the mental health in-reach team from a very early stage. The members of the in-reach team were able to approach and secure approval from the governor of the IRC who then sent out a circular to all staff to instruct maximum co-operation with the researchers. This model also helped to ensure somewhat the perceived neutrality of the researchers as they were not seen going around with the IRC staff recruiting participants.
The project had a steering group which met regularly with participation from key stakeholders which included representatives from the in-reach team. Discussions with staff from the IRC took place at an early stage. This was crucial to ensure that the research procedures were acceptable to IRC staff and did not hamper the smooth functioning of the IRC. It took nearly two years to gain approval from all parts of the system before the commencement of data collection. However, with close co-operation between the clinicians at the IRC and the academics through the steering group, the project was completed successfully within the constraints of the dissertation submission deadlines for the students who took part in it. Our study thus helps to demonstrate that research in IRCs is indeed feasible, provided that the right model for data collection is followed and the right stakeholders involved from an early stage.
It is important to note that IRCs do not serve the same functions as prisons. healthcare and which has also been considered or implemented in other parts of the criminal justice system (Ramsbotham, 1996; Forrester et. al., 2016) . In prisons, these changes followed the publication of estimates which included a series of single site studies (Birmingham et. al., 1997; Brooke et. al., 1996) and a national morbidity study (Singleton, 1998) . The findings resulted in new mental health in-reach services that were then rolled out nationally (Department of Health, 2001). Subsequently, however, the in-reach teams encountered higher levels of morbidity than had been anticipated, and there was early evidence of under-resourcing (Forrester et. al., 2014) . Given the lessons from these earlier changes within prison healthcare, it would be important to assess the prevalence of psychiatric morbidity within IRCs to ensure that in-reach mental health services are commissioned and resourced appropriately. Failure to do so breaches the core principles of the human rights based approach to healthcare provision, based on the principles of fairness(F), respect(R), equality(E), dignity(D) and autonomy(A)-also known as FREDA (Curtice & Exworthy, 2010) .
In view of our results suggesting a high prevalence of mental disorders in IRCs, we would recommend that a national multi-site prevalence study of mental health morbidity is required in order to improve understanding of the needs of detainees in such a setting. Such a survey is more likely to be successful with the assistance of a representative from the mental health in-reach service for the initial approach to potential participants. The multisite model would also help to ensure that subjects consenting to take part are not missed, as the turnover of detainees is very high in IRC-s. Finally, we recommend that future research should include appropriate interpreting facilities and should not exclude EU nationals, without which the sample would not be truly representative.
We are aware that the UK government has undertaken a review to implement the Tavistock Institute's report on mental health in Immigration Removal Centres, which makes some important recommendations about change of practice in IRCs, particularly with regards to mental health, and has accepted most of its recommendations (Lawlor et. al., 2015; Home Office, 2015; Shaw, 2016) . There was an inquiry into the use of immigration detention by an All-Party Parliamentary Group (Teather 2015), which made many key recommendations to the government on fundamentally altering the system of immigration detention, learning from community-based alternatives practiced in countries like Sweden and the USA. Similar recommendations were made in a Government-sponsored report (Shaw, 2016) . Suicide attempts in IRCs are at an all-time high, attracting national headlines (Taylor, 2016) . The challenges around providing appropriate mental health care to refugees and asylum-seekers continue to be debated in the psychiatric literature (Sen, 2016) . We hope the findings from our study contribute to this debate.
